A DIscusSION-continued. DR. HADLEY, in reopening the debate, said his first duty was to thank the Registrars.at the London Hospital for so untiringly taking out the numbers, which was an enormous work, and occupied two or three months. There were some 2,362 cases in the last ten years, and it must be remembered that none of those presented in the statistics were under 10 years of age. For that reason the figures differed very much from what they would have been if the whole hospital population had been taken. There were several points of interest. The figures were collected from the working classes, and differed very much from some which he had relating to the well-to-do. First, it was noticeable that the disease was three times commoner among men than among women, a fact which he did not see mentioned anywhere, but which he thought the collected figures from all the hospitals tended to show. That difference held not only in the one-age group, but in all the groups from 10 to 40 and over. It was not true in the group returned from the Children's Hospital, and he felt that it must be due to a certain extent to the extra exposure of the working classes among the male sex. The mortality increased with age, and as patients under 10 were excluded, one missed the great mortality among those of tender age. He had divided the age-groups into: 10 to 20. 30 to 40. 20 to 30. 40 onwards.
The smallest mortality was in the youngest age-group, 10 to 20. The mortality in this group amounted to only about 5 per cent., whereas in the older cases it was nearly 50 per cent. That was largely due to the fact that the complications were much -more numerous in d-12 older people. Another interesting point was that, although the cases were much less frequent in females than in males, the mortality was greater in females; and that was borne out in most of the collected cases-it certainly was so in those which came from the London Hospital. It was necessary to remember that of the complications those were most important which meant antecedent conditions. They were often lumped together with the remark that cases were complicated by heart disease, forgetting that although that was a complication and made the mortality greater, it was not a complication necessarily caused by the pneumonia. In collecting these cases they had been separated into those which were complicated by antecedent conditions and those which were complicated by actual troubles occurring as the result of the pneumonia itself. It was interesting to see that many of the complicated cases were those of antecedent conditions. And it was important to remember how much more fatal pneumonia was in people who had had some antecedent illness. Alcohol came out very strongly. The death-rate in all the cases was 23 per cent., and in taking the alcoholic cases separately the mortality was 66 per cent. He had separated also antecedent cardio-vascular changes, including aneurism, from those which occurred in the course of pneumonia or after it. Antecedent trouble of that kind raised the mortality to 46 per cent. But the largest death-rate of any antecedent trouble, outweighing almost anything which occurred as the result of pneumonia, was chronic nephritis, showing a death-rate of 82 6 per cent. Chronic pulmonary troubles did not play a very important part in raising the mortality. Chronic bronchitis, emphysema, phthisis, or old fibroid lung only raised the mortality from 23 per cent. to 31j per cent. Therefore it was obvious that, when speaking of domplications, itwas well to remember, that antecedent conditions were more important than those occurring as the result of the pneumonia itself.
Turning to those complications which occurred as the result of pneumonia, empyema, delirium, and pericarditis were the most important, because the most numerous. Gangrene, abscess, and endoand peri-carditis were the most fatal. Some of them were interesting, but he would not refer to them in detail. As a result of his experience it was difficult to diagnose pericarditis occurring in the course of pneumonia. The post-mortem room was the most certain place in which to diagnose it, and the most usual. It must be carefully watched for, because most people would agree that there was not much chance of a case recovering unless frankly diagnosed and opened up. The very few cases which he had seen recover had nearly all been opened up and drained, or at all events tapped. The effusion was a very large one. Another point on which he laid stress was that, especially in children, the enlargement of the pericardial effusion was directly backwards, or almost so, and it would give rise to dulness at the left base, very much simulating pleural effusion, and not showing much in front. Still, if there were marked dulness at the back, which might or might not be a " pulsating pleurisy," it would arouse suspicion, and then perhaps the observer would be able to appreciate the covered heart, the shifted apex, and the muffled sounds (indicating pericarditis and effusion) in front. But when the patients were too ill to examine very thoroughly the diagnosis of pericarditis would always be difficult. With regard to abscess, he felt that a great many of the cases of so-called abscess of the lung which recovered werenot that condition at all. He had seen, once or twice, an interlobar empyema, which burst into the bronchus and was coughed up, diagnosed as abscess of the lung. We believed that abscess of the lung (which must be localised gangrene) was very fatal. One sometimes saw cases with something of the following history: pneumonia running the ordinary course, a crisis, but the temperature showing a tendency to become irregular again, and then becoming of the hectic type. The patient did not get on, the signs remained, cough came on more markedly, and in a fit of coughing a good deal of pus would be brought up, and then the patient would get well. As the amount of pus was not very large, the inference was that it-could not be empyema, but in many interlobar empyehnata the quantity of pus was not great. From their position in the lung, between the lobes, they naturally impinged on the bronchus, often perforated that part, and were coughed up. Therefore one should regard with some suspicion cases diagnosed as abscess. In the London Hospital collection there were eight cases of so-called abscess, of which several got well. If they had been really abscess he did not think so many would have got well. With regard to meningitis, the symptoms of that were so constantly seen as the result of toxaemia that one must be on one's guard when seeing the symptoms of meningitis in pneumonia. He had seen retraction of the head, headache, vomiting, irregularity of pupils, squint, fits, twitchings; he had also seen mastoids explored, with negative results. Still, when imeningitis appeared on the notes, one felt bound to put it down. Then there was the question of peritonitis and colitis: abdominal pneumonia was a condition which must be recognised. Fellows were familiar with cases of appendicitis which were admitted into the hospital on the surgical side, and either had their appendices removed or did not, but who eventually came over to .the medical side with pneumonia. There were also cases in which there had been acute peritonitis, in which the abdomen was opened and searched, but nothing found except fluid, and which, having been sewn up and passed over to the medical side, had developed pneumonia a day or two after the operation. Perhaps they had read accounts of pneumonia occurring in an epidemic form in an institution where all the cases could be watched, and in such, one type would show enteric symptoms and another pulmonary symptoms. He had seen that in a village in the country, where the practitioner remarked that half the cases were pneumonia and the others typhoid. He went through the village with the practitioner, and in one house there would be one case with acute tonsillar trouble and bronchial catarrh and another case with symptoms of typhoid, and perhaps a third case with typical pneumonia. Therefore, an abdominal type of pneumonia must be recognised. In the cases given in the statistics he could not bring it out, because these were figures relating to various doctors during the last ten years, but it should suggest itself when seeing colitis or peritonitis and other complications of pneumonia. That led him to speak of abdominal distension, which was referred to by a previous speaker. It was pointed out that in some cases it was due to paralytic (probably toxic) distension of the stomach. One had seen that in other cases than pneumonia, but the point he wished to emphasise was that it was not always of the stomach, nor were the fatal cases always of the stomach, but that the intestines were similarly affected with toxic paralysis, which gave rise to great distension, and it was a very bad sign, i.e., the diaphragm was so pushed up that the patient got heart failure very quickly. He had passed long tubes from the point of view of treatment, and he had left a long tube in the descending colon sometimes, and the patients passed flatus fairly readily, with a corresponding diminution in the size of the abdomen. But abdominal distension was a very bad sign, and he believed it was as often due to distension of the colon as to distension of the stomach. Most of the cases in which arthritis occurred were young cases, many of which were naturally not included in the present series. With regard to fibroid trouble, most of those cases came under the heading of antecedent conditions. It was not common to find fibroid conditions as the result of lobar pneumonia, most of the fibroid cases being the. result of broncho-pneumonia following measles or whooping-cough, or both, in early childhood. But where it did occur, apical pneumonia was the comiillonest not to resolve, and in nearly all of them there was a strong alcoholic history. Lastly, with regard to inoculation he could say very little, because much had not been done at the London Hospital. But he gathered from others that there were great difficulties in many ways. Firstly, the cultures did not live, and secondly, the acuteness of the disease made it difficult to get the cases early enough in hospital. The crisis often occurred on the second day after admission, and it would be imposssible to get a vaccine ready in that time from the patient himself. Even if that were done, there would be a tendency to say the crisis was due to the injection rather than to natural causes. The cases which were more debatable would be the chronic ones, or those in which there was some more chronic manifestation as the result of pneumonia, such as arthritis, empyema, or non-resolution. But in those cases they had not used the injection in any large number of cases. In one case at Victoria Park there was an empyema of some four weeks standing, which would not heal. It was drained in the ordinary way, and Dr. Ross, who was working with Sir A. Wright, came on the scene, and in his enthusiasm made a culture and vaccine and injected it into the patient. The sequel was that the condition healed in about four days; at least, the discharge ceased and the patient went out well. He would think that the cases of arthritis would be very amenable to such treatment. Empyema seemed doubtful, because in the majority of cases in which healing did not occur it was probably due to a double infection. In non-resolution, although the resolution might be helped by the injection, it was very difficult to exclude the likelihood of double infection, and so of getting no effect at all. from the injection of pneumococcic serum. He always felt, too, that pneumonia, rheumatism, and tubercle might be placed into a group as diseases which predisposed to a second attack, rather than conferred immunity. Therefore, in speaking of preventive inoculation, one had to remember that whatever immunity could be conferred must be of very short duration. He did not think any insurance company would look upon a person as being safer from phthisis because he had been tubercular. It was necessary to move slowly in regard to that group of diseases in which the first attack seemed to predispose to further attacks rather than to confer immunity.
Dr. DALTON said that, in looking through the statistics which were prepared by the Registrars at King's College Hospital for the purposes of that debate, he noted that it was stated that certain cases ended by lysis, and he thought it would be worth while to look through the notes of those cases. There were 196 cases which recovered, and he excluded those in which there were obvious and gross complications, which would,
